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Abstract
Background: Multiple studies have investigated the outcome of integrated care programs for chronically ill
patients. However, few studies have addressed the specific role hospitals can play in the downstream collaboration
for chronic disease management. Our objective here is to provide a comprehensive overview of the role of the
hospitals by synthesizing the advantages and disadvantages of hospital interference in the chronic discourse for
chronically ill patients found in published empirical studies.
Method: Systematic literature review. Two reviewers independently investigated relevant studies using a
standardized search strategy.
Results: Thirty-two articles were included in the systematic review. Overall, the quality of the included studies is
high. Four important themes were identified: the impact of transitional care interventions initiated from the
hospital’s side, the role of specialized care settings, the comparison of inpatient and outpatient care, and the effect
of chronic care coordination on the experience of patients.
Conclusion: Our results show that hospitals can play an important role in transitional care interventions and the
coordination of chronic care with better outcomes for the patients by taking a leading role in integrated care
programs. Above that, the patient experiences are positively influenced by the coordinating role of a specialist.
Specialized care settings, as components of the hospital, facilitate the coordination of the care processes. In the
future, specialized care centers and primary care could play a more extensive role in care for chronic patients
by collaborating.
Keywords: Chronic disease management, Hospital, Integrated care, Systematic literature review
Background
Healthcare today is characterized by a graying popula-
tion. Specifically, this trend implies larger proportions of
people suffering from illnesses with a chronic course
and high impact on their daily lives [1]. Beyond that,
rapidly growing medical knowledge and technological
innovation enables more diagnostic and treatment
possibilities. Due to these trends, there is a steady increase
in healthcare complexity, and coordination has become a
high-priority need in healthcare systems and management
[1, 2]. As chronic patients require long-term, complex
healthcare responses, optimal collaboration and coordin-
ation between professionals is necessary to provide inte-
grated and continuous care for the chronically ill [1, 2]. A
major element in chronic care is the interface between
hospitals, primary care providers, and community-based
services [3]. A lack of coordination and integration here
can cause care processes to become incoherent, redun-
dant, and error-prone. For example, the period of dis-
charge from hospital to home is known to be sensitive to
* Correspondence: melissa.deregge@ugent.be
1Faculty of Economics and Business Administration, Department of
Innovation, Entrepreneurship, and Service Management, Ghent University,
Tweekerkenstraat 2, B-9000 Ghent, Belgium
2Department of Strategic Policy Cell, Ghent University Hospital, De Pintelaan
185, B-9000 Ghent, Belgium
Full list of author information is available at the end of the article
© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.
De Regge et al. BMC Health Services Research  (2017) 17:550 
DOI 10.1186/s12913-017-2500-0
suboptimal coordination of care, introducing concerns
with respect to the quality of care [4, 5]. Hospitals will
need to work closely with community partners to ad-
equately follow-up chronic patients and to prevent avoid-
able hospital readmissions [6]. Forster et al. [7] reported
on the frequency and severity of adverse effects following
hospital discharge. Beyond this, as the applicable tech-
nology and technical knowledge grow, more services will
be provided outside the hospital. Hence, hospitals will
need to shift their focus from the initial role of acute care
to a new additional role in chronic care.
Reducing acute hospital care for people with long-
term conditions has become an important element of
health policy, as governments aim to contain escalating
healthcare costs [8]. Avoiding acute episodes in this
group of patients is a goal in itself, and this purpose can
be achieved by better chronic care. Inclusion of the
acute care setting in chronic illness management is es-
sential, because even when managed ideally, patients
with chronic illnesses are frequently admitted to hospital
[9]. Most experts believe that it is preferable to manage
chronic disease in the ambulatory setting [9]. For ex-
ample the Chronic Care Model entails changes to the
health care system, mainly in the ambulatory setting, to
support the development of informed, activated patients
and prepared health care teams to improve outcomes
[10]. In other initiatives, physician associations and
employer groups have joined forces to promote the
development of patient-centered medical homes in the
ambulatory setting to improve the care of complex
chronic illness [11, 12]. However, while advocates of
outpatient chronic care argue that acute hospital care can
be avoided [13], hospitals will continue to play a key role
in chronic care, as most chronic conditions are character-
ized by acute exacerbation requiring admission. Hospitals
will thus remain responsible for specific interventions [8].
Strategies need to be devised to engage hospitals and assist
them in adopting innovative chronic care models not to
the exclusion of, but in addition to, ambulatory care
approaches. As such, hospitals will remain indispensable,
but will occupy a less dominating position in the case of
the chronic care patients than they employ for acute care.
Although several articles can be found regarding co-
ordination and integrated care programs for chronically
ill patients [14], too little attention has been devoted to
the systematic evaluation of the current evidence for
these initiatives from the perspective of hospitals and
their future roles.
This article aims to examine current evidence and pro-
vide a structured, comprehensive overview of the role of
hospitals in the downstream coordination and follow-up
care of chronically ill patients.
The next section describes the search strategy
employed, as well as the inclusion and exclusion criteria.
The results are presented from four distilled perspectives
of chronic disease management. The results are then in-
tegrated into the discussion, and the implications of our
findings for research, practice, and policy are addressed.
Methods
Data sources
This study draws upon an analysis of the literature from
a systematic review perspective. The Embase, Pubmed,
Cinahl, EBSCO, and Web of Science databases, along
with the Cochrane Library, were searched for relevant
studies. The searches were conducted in March 2016.
The concepts of chronic illness, integrated or transi-
tional care, and hospitals were combined into a stan-
dardized search string using MeSH and non-MeSH
entry terms:
(“delivery of health care, integrated” OR “transmural
care” OR “chain care” OR “chain of care” OR “care
chain” OR “care continuity, continuum of care” OR
“case management” OR “disease management” OR
“health network” OR “care network” OR “patient care
management” OR “long term care” OR “transitional
care” OR “discharge care” OR “hospital discharge” OR
“coordination of care” OR “care coordination”) AND
(hospitals OR “inpatient care” OR “inpatient setting” OR
hospitalization) AND (“chronic disease” OR “chronic ill-
ness” OR “chronically ill” OR “chronic condition” OR
comorbidity OR multimorbidity OR “multiple chronic
conditions”). The initial search strategy was validated
using a selection of key papers known to the authors.
Inclusion and exclusion criteria
Our review focused on English-language papers pub-
lished between 1st January 1995 and 28th February
2016. This time frame was chosen since integrated care
has become an increasingly important focus of attention
in healthcare literature from 1995 on [15]. In the 1990s,
integrated delivery systems were set up to focus on bet-
ter care coordination as a means of improving quality
and reducing cost, even though most of these systems
failed to deliver savings [15]. The integrated (or organized)
delivery system—the first notion resembling integrated
care—was described in 1994 by Shortell et al. [15, 16].
This resulted in an increased interest in academic research
on integrated care, with an increasing number of publica-
tions appearing after 1995.
Only empirical quantitative and qualitative research
investigating the role of hospitals in the care of chronic-
ally ill patients was included. We excluded articles unre-
lated to hospitals, theoretical and conceptual analysis,
abstracts of meetings, review articles, editorials, and
letters. Studies set in community or hospice settings,
psychiatric care, or children’s care were also excluded
due to the specialized nature of the settings. Finally,
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since studies investigating or describing individual in-
hospital programs without accentuating the ‘integration’
factor cannot demonstrate the role in the continuity of
care, these studies were also excluded.
Data extraction
Two reviewers independently searched for relevant studies
using the standardized search strategy described above.
The selection of studies was determined through a two-
step procedure. First, the search results were filtered by
title and abstract, and then narrowed down according to
the formal inclusion and exclusion criteria. This removed
many duplicates and references to nonempirical studies.
The remaining studies were selected for full-text retrieval
and underwent critical quality appraisal. In the case of
noncorresponding results, consensus was sought through
consultation with a third reviewer. In addition, the refer-
ence lists of relevant publications were screened and a
forward citation track was applied.
Critical quality appraisal
Following Hawker et al. [17], all relevant studies were
appraised using a global unweighted score based on
critical appraisal to grade the accepted studies. Nine
quality criteria were used and checked for every article
(see Table 1). Articles with seven or more of the nine
criteria were defined as high-quality studies. Studies
fulfilling four, five, or six criteria were classified as medium-
quality. Articles matching fewer than four criteria were de-
scribed as low-quality. Each reviewer graded the empirical
studies independently. Disagreements between the two
raters were solved by a consensus discussion involving a
third reviewer. An additional assessment of the manuscripts
using an intervention on the basis of the EPOC review
criteria was conducted (http://epoc.cochrane.org/epoc-
specific-resources-review-authors) (Table 2).
Results
Literature search
Our literature search initially yielded 11,220 unique can-
didate articles following duplication removal (Fig. 1).
Their potential relevance was examined based on their
titles, and 642 were selected for abstract retrieval. On
the basis of an abstract review, 448 articles were ex-
cluded from further review. After this step, the 194
references that appeared to meet the study eligibility
criteria were reviewed thoroughly in full text. Several
articles did not meet the inclusion criteria. Reasons for
exclusion of paper in this stage where among others: not
empirical research, no hospital included, not the target
group, language (e.g. article just in Spanish) and system-
atic literature reviews. As several articles did not meet
the inclusion criteria and, after consensus had been
reached between the reviewers, 21 articles were in-
cluded. The bibliographical references to these studies
were examined to collect additional studies that had not
been included in the records identified in the database
search. In this way, 11 additional studies were included.
As no additional studies were identified through their
reference check this resulted in a final sample of 32
studies in the review.
Table 1 Critical quality appraisal of included articles
Abad-Corpa
et al. (2013) [18]
Akosah et al.
(2002) [34]
Atienza et al.
(2004) [35]
Baldwin, Black &
Hammond
(2014) [19]
Blue et al.
(2001) [30]
Brand et al.
(2004) [32]
de la
Porte et al.
(2007) [36]
Chiu, Shyu &
Liu (2001) [38]
Cline et al.
(1998) [31]
Coleman et al.
(2004) [28]
Coleman et al.
(2006) [29]
Quality criteria
Abstract and
title
X X X X X X X X X X X
Background
and aims
X X X X X X
Method and
data
X X X X X X X X X X
Sampling
strategy
X X X X X X X X X X X
Data analysis X X X X X X X X X X
Ethical and
bias
X X X X X X X
Results X X X X X X X X X X X
Generalizability
X X X X X X X X X X
Implications
and
usefullness
X X X X X X X X X X
Score H H H M H H H H H H H
H high, M medium
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Quality appraisal
Table 1 summarizes the quality appraisal scores. Thirty-
one studies had a score of seven or more, and can be
considered high-quality papers that show a rigorous meth-
odological approach. One paper was qualified as medium
quality, which indicates good methodological rigor. Table 2
summarizes the risk of bias for intervention studies
(namely randomized control trails, non-randomized con-
trolled trails and controlled before-after studies).
Description of studies
The studies originated from many different countries,
showing the international relevance of this topic. Most
were from the United States (n = 10) and two were from
Canada. Fourteen studies are carried out in Europe
(United Kingdom: n = 5; Spain: n = 3; The Netherlands:
n = 3; Sweden: n = 1; Ireland: n = 1; and Italy: n = 1).
Three studies were carried out in Asia, two in Australia,
and one in Africa.
The selected studies differed in a number of character-
istics (Table 3). First, they involved different types of
patient groups: patients with heart failure, patients with
diabetes mellitus, patients with rheumatoid arthritis,
patients with cardiovascular disease, stroke patients,
patients with chronic obstructive pulmonary diseases,
and patients with chronic illnesses in general. In evaluat-
ing the results, no notable differences were found be-
tween the clinical areas. Second, several study designs
can be distinguished: the majority of the studies applied
a randomized control design comparing discharge and
follow-up interventions with routine care for chronically
ill patients. Qualitative research methods were used to
examine patients’ experiences in the continuum of care.
Furthermore, case studies and retrospective database ana-
lysis were employed. Third, multiple outcome measures
were used, such as variables related to clinical outcomes
(e.g., readmission at 30 and 90 days and 1 year; time to
hospital readmission; additional hospital admissions; length
of stay; mortality at 90 days and 1 year; event-free survival;
emergency department presentations), determinants of the
level of knowledge of the therapeutic regime (e.g., guideline
adherence as well as patient adherence); quality of life (e.g.,
Activities of Daily Living scores), patient satisfaction and
costs (e.g., average cost per patient treated). As can be seen,
the universe of articles collected was quite diverse and the
articles differed in methodology and intent.
By performing content analysis of the studies, four dif-
ferent themes (perspectives) emerged from the articles.
For the analysis phase all the selected articles where read
through making a descriptive evaluation of the literature.
Notes were made to mark relevant information in the
papers. Data was fractured and analyzed directly, initially
through open coding for the emergence of a core cat-
egory. Consequently, different items were categorized.
The author identified whether or not the categories
could be linked any way and listed them in four major
themes. Finally, two researchers independently allocated
the articles to the different groups. In the case of non-
corresponding results, consensus was sought through
consultation with a third reviewer.
The majority of the articles (15, 47%) described a tran-
sitional care intervention originating from a hospital to
enhance the discharge and follow-up process for chron-
ically ill patients. Closely related was the perspective of
Table 1 Critical quality appraisal of included articles (Continued)
Cowie et al.
(2009) [46]
Dossa, Bokhour
& Hoenig (2012) [55]
Farrero et al.
(2001) [24]
Grunfeld
et al. (1999)
[43]
Hanumanthu
et al. (1997)
[37]
Harrison
et al. (2002)
[23]
Ireson
et al. (2009)
[48]
Jeansawang
et al. (2012)
[27]
Ledwige
et al. (2005)
[22]
Linden &
Butterworth
(2014) [20]
Luttik et al.
(2014) [41]
Quality criteria
Abstract and
title
X X X X X X X X X X X
Background and aims X X X X X X X
Method and
data
X X X X X X X X X X X
Sampling
strategy
X X X X X X X X X X
Data analysis X X X X X X X X X X X
Ethical and
bias
X X X X X X X X X
Results X X X X X X X X X X X
Generalizability X X X X X X X X X X X
Implications
and
usefullness
X X X X X X X X X X X
Score H H H H H H H H H H H
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specialized settings providing care after hospital dis-
charge; this was studied in four (12%) articles. A third
perspective, found in eight (25%) articles, involved look-
ing at outcomes in hospital care versus nonhospital care
for chronically ill patients. The final perspective was the
experiences and expectations of chronically ill patients
towards the continuity of their illness during or after
hospitalization (5, 16%). The results in each of these di-
mensions will be described separately (see also Tables 3
and 4).
Table 1 Critical quality appraisal of included articles (Continued)
Moalosi et al.
(2003) [39]
Naithani et al.
(2006) [45]
Naylor et al.
(2004) [26]
Rauh et al.
(1999) [21]
Ricauda et al.
(2008) [40]
Sadatsafavi et al.
(2013) [42]
Shi et al.
(2015) [33]
Vliet Vlietland,
Breedveld &
Hzaes (1997) [44]
Williams
(2003)
Williams, Akroyd and
Burke (2010) [25]
Quality criteria
Abstract and
title
X X X X X X X X X X
Background and aims X X X X X
Method and
data
X X X X X X X X X
Sampling
strategy
X X X X X X X X X X
Data analysis X X X X X X X X X X
Ethical and
bias
X X X X X X
Results X X X X X X X X X X
Generalizability X X X X X X X X X X
Implications
and
usefullness
X X X X X X X X X X
Score H H H H H H H H H H
Table 2 Risk of bias criteria of included articles
Abad-Corpa
et al. (2013)
[18]
Akosah et al.
(2002) [34]
Atienza et al.
(2004) [35]
Blue et al.
(2001) [30]
Brand et al.
(2004) [32]
de la Porte
et al. (2007) [36]
Chiu, Shyu &
Liu (2001) [38]
Cline et al.
(1998) [31]
Coleman et al.
(2004) [28]
Risk of bias criteria
Was the allocation
sequence adequately
generated?
High risk High risk Low risk Low risk High risk Low risk High risk Low risk Low risk
Was the allocation
adequately concealed?
Low risk High risk Low risk Low risk Low risk Low risk High risk Low risk Low risk
Were baseline
outcome measures
similar?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Were baseline
characteristics similar?
Unclear risk High risk Low risk Unclear
risk
Low risk Low risk Low risk Low risk Low risk
Were incomplete
outcome data
adequately addressed?
Low risk Low risk Low risk Low risk Low risk Low risk Unclear risk Low risk Low risk
Was knowledge of the
allocated interventions
adequately prevented
during the study?
High risk High risk Low risk Unclear
risk
Low risk Low risk Low risk Low risk Low risk
Was the study
adequately protected
against contamination?
Unclear risk High risk Low risk High risk Low risk Low risk Low risk Low risk Low risk
Was the study free
from selective
outcome reporting?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Was the study free
from other risk of bias?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
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Transitional care interventions
A total of 15 papers evaluated the effectiveness of transi-
tional care interventions initiated within the hospital.
The interventions consisted of comprehensive transi-
tional care interventions with different steps. Patients
were identified during their inpatient stay and followed
up during and after discharge. These follow-ups were
coordinated by transition coaches (such as specialized
nurses and case managers). Besides the follow-up, most
interventions included varying assistance, such as medi-
cation self-management, patient-centered records, red
flags indicative of the patient’s condition, and education
programs and access to outpatient clinics for the pa-
tients after hospitalization [18–33]. All but one [19]
compared the interventions with control groups of pa-
tients receiving the usual care.
Several authors demonstrated lower readmission rates
for the intervention patients than for control subjects
[21, 23–26, 28–30] and lower hospital costs [24, 29, 31].
This in contrast with Abad-Corpa et al. [18], Brand et al.
[32], Cline et al. [31], Linden & Butterworth [20], and
Ledwidge et al. [22], who found no difference between
the control and intervention groups in readmission
rates. Other cited positive outcomes for the intervention
patients included high levels of confidence in managing
their condition and understanding their medical regimen
[28], significant improvements in quality of life after dis-
charge [18, 26], and patient satisfaction [25, 26]. How-
ever, Farrero et al. [24] and Adab-Corpa et al. [18] could
not confirm this higher patient satisfaction.
On organizational level, Baldwin et al. [19] described a
positive change in hospital culture since the beginning
of the transitional care program (e.g., more dialogue be-
tween healthcare providers). However, Brand et al. [32]
identified major issues (such as patient factors and local
system issues like inadequate integration of the program,
inadequate stakeholder understanding of the program,
inadequate clerical support resources, and inadequate
integration of documentation) that have an impact on
the effectiveness and sustainability of the transitional
care model.
Jeangsawang et al. [27] compared the effect of transi-
tional care programs between three different type of
nurses—namely, advanced practice nurses (APNs),
expert-by-experience nurse, and novice nurses. Only the
satisfaction of family members in favor of the APNs was
significant. The APNs were seen as useful healthcare
providers in a complex healthcare system.
Table 2 Risk of bias criteria of included articles (Continued)
Coleman et al.
(2006) [29]
Farrero et al.
(2001) [24]
Hanumanthu
et al. (1997) [37]
Harrison et al.
(2002) [23]
Jeansawang
et al. (2012) [27]
Ledwige et al.
(2005) [22]
Linden &
Butterworth
(2014) [20]
Luttik et al.
(2014) [41]
Risk of bias criteria
Was the allocation
sequence adequately
generated?
Low risk Low risk High risk Low risk High risk Unclear risk Low risk Low risk
Was the allocation
adequately concealed?
Low risk Low risk High risk Low risk Unclear risk Unclear risk Low risk Low risk
Were baseline
outcome measures
similar?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Were baseline
characteristics similar?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Were incomplete
outcome data
adequately addressed?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Was knowledge of the
allocated interventions
adequately prevented
during the study?
Low risk Low risk Unclear risk Low risk Low risk Unclear risk Low risk Low risk
Was the study
adequately protected
against contamination?
Low risk High risk Low risk Low risk Unclear risk Unclear risk Low risk Low risk
Was the study free
from selective
outcome reporting?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Was the study free
from other risk of bias?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
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Specialized care settings
Three studies examined the effect of interventions at a
heart failure clinic compared to usual care [34–36]
(Table 4). In these studies, a heart failure clinic was de-
signed, as a multiple specialty, short-term management
program for patients with heart failure, implying com-
prehensive hospital discharge planning and close follow-
up at these heart clinics after hospital discharge. These
heart clinics are thus components of the hospital. Over-
all, the results for such clinics showed positive effects in
terms of lower hospitalization duration, fewer hospital
readmissions, lower mortality rates, and improvement in
clinical outcomes (e.g., left ventricular ejection fraction)
[34–36]. The quality of life improved and the cost of care
were reduced in the intervention group [35, 36]. Similar
results were found in the study of Hanumanthu et al. [37].
They examined whether a heart failure program managed
by physicians with expertise in heart failure could improve
hospitalization rates and financial outcomes; they found
positive effects in terms of reductions in hospitalization
after initiation of the program.
Hospital care versus nonhospital care
Our review identified three articles that compared the
effectiveness of long-term institutional care versus
home-based care (Table 4). The findings were mixed; on
one hand, Ciu et al. [38] stated that caring for patients
in their own homes was more expensive and less effect-
ive. On the other hand, Moalosi et al. [39] found that
home-based care is more affordable and reduced costs,
while Ricauda et al. [40] found a lower incidence of
hospital readmissions and shorter length of stay for
Chronic Obstructive Pulmonary Disease (COPD) geriat-
ric patients in geriatric home hospitalization wards than
for patients at general medical wards.
Additionally, four papers studied follow-ups for chronic-
ally ill patients in secondary versus primary care (Table 4).
The results of Luttik et al. [41] showed that the number of
readmissions tended to be higher in the primary care
group than in the heart failure clinic group; Sadatsafavi et
al. [42] found that patients in secondary care showed evi-
dence of more appropriate treatment; however, they could
not demonstrate reductions in cost or readmissions. How-
ever, patient satisfaction was higher for patients in follow-
ups for cancer care with their general practitioner than in
hospital outpatient clinics [38, 43]. Shi et al. [33], found
that hospitals did not provide a higher quality of care in
terms of coordination of medication, referrals, and ser-
vices received, compared to rural health stations.
Finally, one paper evaluated the improvement achieved
by a short inpatient treatment program for rheumatoid
arthritis versus outpatient care [44], and showed a
Table 2 Risk of bias criteria of included articles (Continued)
Moalosi et al.
(2003) [39]
Naylor et al.
(2004) [26]
Rauh et al.
(1999) [21]
Ricauda et al.
(2008) [40]
Sadatsafavi et al.
(2013) [42]
Shi et al.
(2015) [33]
Vliet Vlietland,
Breedveld & Hzaes
(1997) [44]
Williams, Akroyd
and Burke
(2010) [25]
Risk of bias criteria
Was the allocation
sequence adequately
generated?
High risk Low risk High risk Low risk High risk High risk Low risk High risk
Was the allocation
adequately concealed?
High risk Low risk High risk Low risk High risk High risk Low risk High risk
Were baseline
outcome measures
similar?
Unclear risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Were baseline
characteristics similar?
Unclear risk Low risk Low risk Low risk Low risk High risk Low risk Low risk
Were incomplete
outcome data
adequately addressed?
Unclear risk Low risk Low risk Low risk Low risk Unclear risk Low risk Low risk
Was knowledge of the
allocated interventions
adequately prevented
during the study?
Low risk Unclear risk Low risk Low risk Low risk Low risk Low risk Low risk
Was the study
adequately protected
against contamination?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
Was the study free
from selective
outcome reporting?
Unclear risk Low risk Low risk Low risk Low risk Low risk Low risk Unclear risk
Was the study free
from other risk of bias?
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk
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significantly greater improvement in clinical out-
comes for the inpatient group than for the outpatient
group [44].
Experiences and expectations of patients
Some other important variables identified in five of the
articles are the patients’ experiences and values with re-
spect to the continuity of care in the context of long-
term conditions (Table 4). Naithani et al. [45] described
four dimensions of continuity of care experienced in dia-
betes: (1) longitudinal continuity (receiving regular re-
views with clinical testing and advice over time), (2)
relational continuity (having a relationship with one care
provider who knew and understood the patient, was
concerned and interested, and who took the time to
listen and explain), (3) flexible continuity (flexibility of
service provision in response to changing needs or
situations), and (4) team and crossboundary continuity
(consistency and coordination between different mem-
bers of staff and between hospital and general practice
or community settings). The study revealed that most
problems occurred at transition points; thus, with a lack
of crossboundary continuity between sites or between
providers or a lack of flexibility in coordination when
there are major changes in the patient’s needs. Cowie et
al. [46] showed that relational continuity was positively
correlated with long-term specialist-led care, illustrating
that patients need continuity; this can even originate
from a hospital (i.e., specialist-led care). They also dem-
onstrated that access to care and flexibility issues were
important barriers and facilitators of continuity. Investi-
gating the perceptions of quality of care by chronically
ill patients who require acute hospital stays, Williams
[47] revealed three themes: (1) patients perceive poor
Fig. 1 Search strategy flow diagram
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ph
on
ic
ca
se
m
an
ag
em
en
t
an
d,
w
he
re
ne
ed
ed
,o
ns
ite
as
se
ss
m
en
t
an
d
tr
ea
tm
en
t
by
a
cl
in
ic
al
nu
rs
e
sp
ec
ia
lis
t
(C
N
S)
w
ith
pr
es
cr
ip
tiv
e
au
th
or
ity
Th
e
pa
tie
nt
s
w
er
e
id
en
tif
ie
d
by
C
N
S
ce
ns
us
re
vi
ew
or
re
fe
rr
al
fro
m
cl
in
ic
al
nu
rs
e
le
ad
er
s,
ca
se
m
an
ag
er
s,
em
er
ge
nc
y
de
pa
rt
m
en
t
ph
ys
ic
ia
ns
,o
r
st
af
f,
ba
se
d
on
th
e
pr
og
ra
m
in
cl
us
io
n
cr
ite
ria
.O
nc
e
id
en
tif
ie
d,
th
e
C
N
S
m
ee
ts
w
ith
th
e
pa
tie
nt
du
rin
g
in
pa
tie
nt
st
ay
an
d
di
sc
us
se
s
pa
rt
ic
ip
at
io
n
in
th
e
ou
tp
at
ie
nt
pr
og
ra
m
.
Th
e
C
C
M
pr
og
ra
m
co
ns
is
ts
of
te
le
ph
on
e
ap
po
in
tm
en
ts
on
a
w
ee
kl
y
ba
si
s,
or
m
or
e
fre
qu
en
tly
,b
as
ed
on
pa
tie
nt
ac
ui
ty
,f
or
a
pe
rio
d
of
30
da
ys
af
te
r
di
sc
ha
rg
e
(g
oa
l).
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
39
.
N
o
co
nt
ro
lg
ro
up
.
A
po
si
tiv
e
ch
an
ge
in
ho
sp
ita
lc
ul
tu
re
si
nc
e
th
e
pr
og
ra
m
be
ga
n.
Th
e
C
N
S
is
re
ce
iv
in
g
m
or
e
re
fe
rr
al
s.
Th
er
e
is
al
so
m
or
e
di
al
og
ue
be
tw
ee
n
th
e
C
N
S
an
d
ho
sp
ita
lis
ts
re
ga
rd
in
g
th
e
pl
an
of
ca
re
fo
r
pa
tie
nt
s
w
ho
w
ill
be
en
te
rin
g
th
e
C
C
M
pr
og
ra
m
af
te
r
di
sc
ha
rg
e.
Pa
rt
ic
ip
at
in
g
pa
tie
nt
s
in
te
ra
ct
w
ith
th
e
C
N
S
an
d
ha
ve
ex
pr
es
se
d
gr
at
itu
de
fo
r
th
e
pr
og
ra
m
.H
os
pi
ta
la
nd
ED
30
-d
ay
re
ad
m
is
si
on
s
fo
r
pr
og
ra
m
pa
tie
nt
s
ha
ve
de
cr
ea
se
d
si
nc
e
th
e
pr
og
ra
m
be
ga
n.
Bl
ue
et
al
.2
00
1
[3
0]
To
de
te
rm
in
e
w
he
th
er
sp
ec
ia
lis
t
nu
rs
e
in
te
rv
en
tio
ns
im
pr
ov
e
ou
tc
om
e
in
pa
tie
nt
s
w
ith
ch
ro
ni
c
he
ar
t
fa
ilu
re
A
sp
ec
ia
lis
t
nu
rs
e
le
d
in
te
rv
en
tio
n
st
ar
tin
g
at
th
e
ho
sp
ita
l.
Th
e
in
te
rv
en
tio
n
co
ns
is
te
d
of
a
nu
m
be
r
of
pl
an
ne
d
ho
m
e
vi
si
ts
of
de
cr
ea
si
ng
fre
qu
en
cy
,s
up
pl
em
en
te
d
by
te
le
ph
on
e
co
nt
ac
t
as
ne
ed
ed
.T
he
ai
m
w
as
to
ed
uc
at
e
th
e
pa
tie
nt
ab
ou
th
ea
rt
fa
ilu
re
an
d
its
tre
at
m
en
t,
op
tim
iz
e
tre
at
m
en
t(
dr
ug
s,
di
et
,e
xe
rc
ise
),
m
on
ito
re
le
ct
ro
ly
te
co
nc
en
tra
tio
ns
,t
ea
ch
se
lf-
m
on
ito
rin
g
an
d
m
an
ag
em
en
t(
es
pe
ci
al
ly
th
e
ea
rly
de
te
ct
io
n
an
d
tre
at
m
en
to
fd
ec
om
pe
ns
at
io
n)
,l
ia
ise
w
ith
ot
he
rh
ea
lth
ca
re
an
d
so
ci
al
w
or
ke
rs
as
re
qu
ire
d,
an
d
pr
ov
id
e
ps
yc
ho
lo
gi
ca
ls
up
po
rt.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
84
.
Pa
tie
nt
s
in
th
e
us
ua
lc
ar
e
gr
ou
p
w
er
e
m
an
ag
ed
as
us
ua
lb
y
th
e
ad
m
itt
in
g
ph
ys
ic
ia
n
an
d,
su
bs
eq
ue
nt
ly
,g
en
er
al
pr
ac
tit
io
ne
r.
Th
ey
w
er
e
no
t
se
en
by
th
e
sp
ec
ia
lis
t
nu
rs
es
af
te
r
ho
sp
ita
ld
is
ch
ar
ge
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
81
.
31
pa
tie
nt
s
(3
7%
)
in
th
e
in
te
rv
en
tio
n
gr
ou
p
di
ed
or
w
er
e
re
ad
m
itt
ed
w
ith
he
ar
t
fa
ilu
re
co
m
pa
re
d
w
ith
45
(5
3%
)
in
th
e
us
ua
lc
ar
e
gr
ou
p.
C
om
pa
re
d
w
ith
us
ua
l
ca
re
,p
at
ie
nt
s
in
th
e
in
te
rv
en
tio
n
gr
ou
p
ha
d
fe
w
er
re
ad
m
is
si
on
s
fo
r
an
y
re
as
on
(8
6
vs
.1
14
,P
=
0.
01
8)
,f
ew
er
ad
m
is
si
on
s
fo
r
he
ar
t
fa
ilu
re
(1
9
vs
.4
5,
P
<
0.
00
1)
an
d
sp
en
t
fe
w
er
da
ys
in
ho
sp
ita
lf
or
he
ar
t
fa
ilu
re
(m
ea
n
3.
43
vs
.7
.4
6
da
ys
,
P
=
0.
00
51
).
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Ta
b
le
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et
ho
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lo
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rv
ie
w
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in
cl
ud
ed
st
ud
ie
s
(C
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Br
an
d
et
al
.2
00
4
[3
2]
To
de
te
rm
in
e
w
he
th
er
a
nu
rs
e-
le
d
ch
ro
ni
c
di
se
as
e
m
an
ag
em
en
t
m
od
el
of
tr
an
sit
io
na
l
ca
re
re
du
ce
s
re
ad
m
iss
io
ns
to
ac
ut
e
ca
re
Th
e
in
te
rv
en
tio
n
gr
ou
p
re
ce
iv
ed
a
co
m
pr
eh
en
si
ve
tr
an
si
tio
na
lc
ar
e
se
rv
ic
e
w
ith
co
m
po
ne
nt
s
al
lo
ca
te
d
ac
co
rd
in
g
to
pe
rc
ei
ve
d
an
d
as
se
ss
ed
ne
ed
an
d
pa
tie
nt
pr
ef
er
en
ce
.T
he
pa
tie
nt
w
as
se
en
by
th
e
ch
ro
ni
c
di
se
as
e
nu
rs
e
co
ns
ul
ta
nt
in
th
e
24
h
be
fo
re
di
sc
ha
rg
e
fro
m
th
e
w
ar
d
an
d
th
e
fo
llo
w
in
g
w
er
e
co
m
pl
et
ed
:c
ol
le
ct
io
n
of
pr
ed
is
ch
ar
ge
da
ta
;s
cr
ee
ni
ng
fo
r
ris
k
fa
ct
or
s
fo
r
re
ad
m
is
si
on
;d
ev
el
op
m
en
t
of
a
pl
an
fo
r
fo
llo
w
-u
p
in
cl
in
ic
;l
ia
is
on
w
ith
di
sc
ha
rg
e
pl
an
ne
rs
,n
ur
si
ng
st
af
f
an
d
al
lie
d
he
al
th
st
af
f,
w
he
re
ap
pr
op
ria
te
;p
ro
vi
si
on
of
an
ac
tio
n
pl
an
fo
r
th
e
pa
tie
nt
;c
op
y
of
di
sc
ha
rg
e
su
m
m
ar
y
fa
xe
d
to
th
e
pa
tie
nt
’s
ge
ne
ra
lp
ra
ct
iti
on
er
.T
he
pa
tie
nt
w
as
se
en
ag
ai
n
by
th
e
nu
rs
e
in
th
e
ch
ro
ni
c
di
se
as
e
ce
nt
er
w
ith
in
tw
o
w
ee
ks
of
di
sc
ha
rg
e
(o
r
w
he
n
th
e
m
ed
ic
al
co
nd
iti
on
al
lo
w
ed
).
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
76
.
U
su
al
ca
re
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
78
.
Th
er
e
w
as
no
di
ffe
re
nc
e
be
tw
ee
n
th
e
co
nt
ro
la
nd
in
te
rv
en
tio
n
gr
ou
ps
in
re
ad
m
is
si
on
ra
te
s
or
em
er
ge
nc
y
de
pa
rt
m
en
t
pr
es
en
ta
tio
n
ra
te
s
at
th
e
th
re
e-
m
on
th
an
d
si
x-
m
on
th
fo
llo
w
-u
ps
.
Sc
or
es
fo
r
qu
al
ity
of
lif
e
sh
ow
ed
no
di
ffe
re
nc
e
be
tw
ee
n
gr
ou
ps
at
th
re
e-
m
on
th
fo
llo
w
-u
p.
Th
er
e
w
as
no
di
ffe
re
nc
e
be
tw
ee
n
th
e
gr
ou
ps
in
th
e
ra
te
of
vi
si
ts
to
a
ge
ne
ra
lp
ra
ct
iti
on
er
fo
r
th
e
th
re
e
m
on
th
s
fo
llo
w
in
g
th
ei
r
in
de
x
ad
m
is
si
on
.T
he
fin
di
ng
s
fro
m
th
e
qu
al
ita
tiv
e
pr
oc
es
s
ev
al
ua
tio
n
id
en
tif
ie
d
m
aj
or
is
su
es
th
at
im
pa
ct
ed
on
th
e
ef
fe
ct
iv
en
es
s
an
d
su
st
ai
na
bi
lit
y
of
th
e
tr
an
si
tio
na
lc
ar
e
se
rv
ic
e
m
od
el
:i
na
de
qu
at
e
in
te
gr
at
io
n
of
th
e
ch
ro
ni
c
di
se
as
e
nu
rs
e
co
ns
ul
ta
nt
in
to
th
e
ex
is
tin
g
ge
ne
ra
lm
ed
ic
al
de
liv
er
y
of
ca
re
m
od
el
;i
na
de
qu
at
e
st
ak
eh
ol
de
r
un
de
rs
ta
nd
in
g
of
th
e
ro
le
an
d
sc
op
e
of
th
e
ch
ro
ni
c
di
se
as
e
nu
rs
e
co
ns
ul
ta
nt
in
ad
eq
ua
te
cl
er
ic
al
su
pp
or
t
re
so
ur
ce
s
fo
r
th
e
ch
ro
ni
c
di
se
as
e
nu
rs
e
co
ns
ul
ta
nt
;a
nd
la
ck
of
ba
ck
fil
lf
or
le
av
e
co
ve
ra
ge
,s
uc
h
th
at
a
52
-w
ee
k-
pe
r-
ye
ar
se
rv
ic
e
ca
n
be
pr
ov
id
ed
;i
na
de
qu
at
e
in
te
gr
at
io
n
of
do
cu
m
en
ta
tio
n
in
to
da
ily
cl
in
ic
al
pr
ac
tic
e.
C
lin
e
et
al
.1
99
8
[3
1]
To
st
ud
y
th
e
ef
fe
ct
s
of
a
m
an
ag
em
en
t
pr
og
ra
m
on
ho
sp
ita
liz
at
io
n
an
d
he
al
th
ca
re
co
st
s
on
e
ye
ar
af
te
r
ad
m
is
si
on
fo
r
he
ar
t
fa
ilu
re
A
m
an
ag
em
en
t
pr
og
ra
m
fo
r
he
ar
t
fa
ilu
re
st
ar
tin
g
at
th
e
ho
sp
ita
l.
Th
e
in
te
rv
en
tio
n
gr
ou
p
re
ce
iv
ed
ed
uc
at
io
n
on
he
ar
t
fa
ilu
re
an
d
se
lf-
m
an
ag
em
en
t,
w
ith
fo
llo
w
up
at
an
ea
sy
ac
ce
ss
,n
ur
se
-d
ire
ct
ed
ou
tp
at
ie
nt
cl
in
ic
fo
r
on
e
ye
ar
af
te
r
di
sc
ha
rg
e.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
56
.
Th
e
co
nt
ro
lg
ro
up
w
as
m
an
ag
ed
ac
co
rd
in
g
to
ro
ut
in
e
cl
in
ic
al
pr
ac
tic
e.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
79
.
Th
e
m
ea
n
tim
e
to
re
ad
m
is
si
on
w
as
lo
ng
er
in
th
e
in
te
rv
en
tio
n
gr
ou
p
th
an
in
th
e
co
nt
ro
lg
ro
up
an
d
th
e
nu
m
be
r
of
da
ys
in
ho
sp
ita
lt
en
de
d
to
be
fe
w
er
.T
he
re
w
as
a
tr
en
d
to
w
ar
ds
a
m
ea
n
an
nu
al
re
du
ct
io
n
in
he
al
th
ca
re
co
st
s
pe
r
pa
tie
nt
in
th
e
in
te
rv
en
tio
n
gr
ou
p
co
m
pa
re
d
w
ith
co
st
s
in
th
e
co
nt
ro
ls
.
C
ol
em
an
et
al
.2
00
4
[2
8]
To
te
st
w
he
th
er
an
in
te
rv
en
tio
n
de
si
gn
ed
to
en
co
ur
ag
e
ol
de
r
pa
tie
nt
s
an
d
th
ei
r
ca
re
gi
ve
rs
to
as
se
rt
a
m
or
e
ac
tiv
e
ro
le
du
rin
g
ca
re
tr
an
si
tio
n
ca
n
re
du
ce
re
ho
sp
ita
liz
at
io
n
ra
te
s
Th
e
in
te
rv
en
tio
n
w
as
bu
ilt
on
fo
ur
pi
lla
rs
,
or
co
nc
ep
tu
al
do
m
ai
ns
:(
1)
as
si
st
an
ce
w
ith
m
ed
ic
at
io
n
se
lf-
m
an
ag
em
en
t,
(2
)
a
pa
tie
nt
-c
en
te
re
d
re
co
rd
ow
ne
d
an
d
m
ai
nt
ai
ne
d
by
th
e
pa
tie
nt
to
fa
ci
lit
at
e
cr
os
s-
si
te
in
fo
rm
at
io
n
tr
an
sf
er
,(
3)
tim
el
y
fo
llo
w
-u
p
w
ith
pr
im
ar
y
or
sp
ec
ia
lty
ca
re
,
an
d
(4
)
a
lis
t
of
re
d
fla
gs
in
di
ca
tiv
e
of
a
w
or
se
ni
ng
co
nd
iti
on
an
d
in
st
ru
ct
io
ns
on
ho
w
to
re
sp
on
d
to
th
em
.T
he
fo
ur
pi
lla
rs
w
er
e
op
er
at
io
na
liz
ed
th
ro
ug
h
th
e
fo
llo
w
in
g
tw
o
m
ec
ha
ni
sm
s:
(1
)a
pe
rs
on
al
he
al
th
re
co
rd
an
d
(2
)a
se
rie
s
of
vi
sit
s
an
d
te
le
ph
on
e
ca
lls
w
ith
a
tr
an
sit
io
n
co
ac
h.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
15
8.
U
su
al
ca
re
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
12
35
.
Th
er
e
w
as
a
si
gn
ifi
ca
nt
di
ffe
re
nc
e
in
fa
vo
r
of
th
e
re
ho
sp
ita
liz
at
io
n
of
in
te
rv
en
tio
n
su
bj
ec
ts
w
ith
th
at
of
co
nt
ro
ls
at
30
da
ys
,a
t
90
da
ys
,a
nd
at
18
0
da
ys
.I
nt
er
ve
nt
io
n
pa
tie
nt
s
re
po
rt
ed
hi
gh
le
ve
ls
of
co
nf
id
en
ce
in
ob
ta
in
in
g
es
se
nt
ia
li
nf
or
m
at
io
n
fo
r
m
an
ag
in
g
th
ei
r
co
nd
iti
on
,c
om
m
un
ic
at
in
g
w
ith
m
em
be
rs
of
th
e
he
al
th
ca
re
te
am
,a
nd
un
de
rs
ta
nd
in
g
th
ei
r
m
ed
ic
at
io
n
re
gi
m
en
.
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C
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[2
9]
To
te
st
w
he
th
er
a
ca
re
tr
an
si
tio
n
in
te
rv
en
tio
n
re
du
ce
s
re
ho
sp
ita
liz
at
io
n
ra
te
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Th
e
in
te
rv
en
tio
n
w
as
bu
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on
fo
ur
pi
lla
rs
,
or
co
nc
ep
tu
al
do
m
ai
ns
:(
1)
as
si
st
an
ce
w
ith
m
ed
ic
at
io
n
se
lf-
m
an
ag
em
en
t,
(2
)
a
pa
tie
nt
-c
en
te
re
d
re
co
rd
ow
ne
d
an
d
m
ai
nt
ai
ne
d
by
th
e
pa
tie
nt
to
fa
ci
lit
at
e
cr
os
s-
si
te
in
fo
rm
at
io
n
tr
an
sf
er
,(
3)
tim
el
y
fo
llo
w
-u
p
w
ith
pr
im
ar
y
or
sp
ec
ia
lty
ca
re
,
an
d
(4
)
a
lis
t
of
re
d
fla
gs
in
di
ca
tiv
e
of
a
w
or
se
ni
ng
co
nd
iti
on
an
d
in
st
ru
ct
io
ns
on
ho
w
to
re
sp
on
d
to
th
em
.T
he
fo
ur
pi
lla
rs
w
er
e
op
er
at
io
na
liz
ed
th
ro
ug
h
th
e
fo
llo
w
in
g
tw
o
m
ec
ha
ni
sm
s:
(1
)
a
pe
rs
on
al
he
al
th
re
co
rd
an
d
(2
)
a
se
rie
s
of
vi
si
ts
an
d
te
le
ph
on
e
ca
lls
w
ith
a
tr
an
si
tio
n
co
ac
h.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
37
9.
U
su
al
ca
re
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
37
1.
In
te
rv
en
tio
n
pa
tie
nt
s
ha
d
lo
w
er
re
ho
sp
ita
liz
at
io
n
ra
te
s
at
30
da
ys
an
d
at
90
da
ys
th
an
co
nt
ro
ls
ub
je
ct
s.
In
te
rv
en
tio
n
pa
tie
nt
s
ha
d
lo
w
er
re
ho
sp
ita
liz
at
io
n
ra
te
s
fo
r
th
e
sa
m
e
co
nd
iti
on
th
at
pr
ec
ip
ita
te
d
th
e
in
de
x
ho
sp
ita
liz
at
io
n
at
90
da
ys
an
d
at
18
0
da
ys
th
an
th
e
co
nt
ro
ls
.T
he
m
ea
n
ho
sp
ita
lc
os
ts
w
er
e
lo
w
er
fo
r
in
te
rv
en
tio
n
pa
tie
nt
s
vs
.c
on
tr
ol
s
at
18
0
da
ys
.
Fa
rr
er
o
et
al
.2
00
1
[2
4]
To
an
al
yz
e
th
e
in
flu
en
ce
of
a
ho
sp
ita
l-
ba
se
d
ho
m
e-
ca
re
pr
og
ra
m
(H
C
P)
on
th
e
m
an
ag
em
en
t
of
pa
tie
nt
s
w
ith
C
O
PD
re
ce
iv
in
g
lo
ng
-t
er
m
ox
yg
en
th
er
ap
y
Th
e
H
C
P
ap
pl
ie
d
to
pa
tie
nt
s
in
th
e
in
te
rv
en
tio
n
gr
ou
p
(H
C
P
gr
ou
p)
co
ns
is
te
d
of
a
m
on
th
ly
te
le
ph
on
e
ca
ll,
ho
m
e
vi
si
ts
ev
er
y
th
re
e
m
on
th
s,
an
d
ho
m
e
or
ho
sp
ita
l
vi
si
ts
on
a
de
m
an
d
ba
si
s.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
60
.
Pa
tie
nt
s
in
th
e
co
nt
ro
lg
ro
up
w
er
e
gi
ve
n
co
nv
en
tio
na
lm
ed
ic
al
ca
re
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
62
.
D
ur
in
g
th
e
fo
llo
w
-u
p
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y
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t
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ts
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l
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th
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p,
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y
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e
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a
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th
e
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e
of
ho
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ita
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es
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es
.T
he
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w
as
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di
ffe
re
nc
e
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ar
y
fu
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tio
n,
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s
ex
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ge
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y
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al
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ee
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th
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o
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ou
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.
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3]
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ua
te
w
he
th
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th
e
us
e
of
us
ua
l
pr
ov
id
er
s,
an
d
a
re
or
ga
ni
za
tio
n
of
di
sc
ha
rg
e
pl
an
ni
ng
an
d
tr
an
si
tio
n
ca
re
w
ith
im
pr
ov
ed
in
te
rs
ec
to
ra
ll
in
ka
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s
be
tw
ee
n
nu
rs
es
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ld
im
pr
ov
e
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al
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e
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d
ut
ili
za
tio
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al
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se
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es
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r
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du
al
s
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m
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ho
sp
ita
lw
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t
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ilu
re
Th
e
nu
rs
e-
le
d
in
te
rv
en
tio
n
fo
cu
se
d
on
th
e
tr
an
si
tio
n
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m
ho
sp
ita
l-t
o-
ho
m
e
an
d
su
pp
or
tiv
e
ca
re
fo
r
se
lf-
m
an
ag
em
en
t
tw
o
w
ee
ks
af
te
r
ho
sp
ita
ld
is
ch
ar
ge
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
92
.
U
su
al
ca
re
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
10
0.
Si
x
w
ee
ks
af
te
r
ho
sp
ita
ld
is
ch
ar
ge
,t
he
ov
er
al
lM
in
ne
so
ta
Li
vi
ng
w
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H
ea
rt
Fa
ilu
re
Q
ue
st
io
nn
ai
re
(M
LH
FQ
)
sc
or
e
w
as
be
tt
er
am
on
g
th
e
tr
an
si
tio
na
lc
ar
e
pa
tie
nt
s
th
an
am
on
g
th
e
us
ua
lc
ar
e
pa
tie
nt
s.
Si
m
ila
r
re
su
lts
w
er
e
fo
un
d
at
tw
el
ve
w
ee
ks
af
te
r
di
sc
ha
rg
e
fo
r
th
e
ov
er
al
lM
LH
FQ
an
d
at
si
x
an
d
tw
el
ve
w
ee
ks
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te
r
di
sc
ha
rg
e
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r
th
e
M
LH
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’s
Ph
ys
ic
al
D
im
en
si
on
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d
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ot
io
na
lD
im
en
si
on
su
bs
ca
le
s.
D
iff
er
en
ce
s
in
ge
ne
ric
qu
al
ity
lif
e,
as
as
se
ss
ed
by
th
e
SF
-3
6
Ph
ys
ic
al
co
m
po
ne
nt
,M
en
ta
l
C
om
po
ne
nt
,a
nd
G
en
er
al
H
ea
lth
su
bs
ca
le
s,
w
er
e
no
t
si
gn
ifi
ca
nt
ly
di
ffe
re
nt
be
tw
ee
n
th
e
tr
an
si
tio
n
an
d
us
ua
lc
ar
e
gr
ou
ps
.A
t
tw
el
ve
w
ee
ks
af
te
r
di
sc
ha
rg
e,
31
%
of
th
e
us
ua
lc
ar
e
pa
tie
nt
s
ha
d
be
en
re
ad
m
itt
ed
co
m
pa
re
d
w
ith
23
%
of
th
e
tr
an
si
tio
na
lc
ar
e
pa
tie
nt
s,
an
d
46
%
of
th
e
us
ua
lc
ar
e
gr
ou
p
ha
d
vi
si
te
d
th
e
em
er
ge
nc
y
de
pa
rt
m
en
t,
co
m
pa
re
d
w
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29
%
in
th
e
tr
an
si
tio
na
lc
ar
e
gr
ou
p.
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ra
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ca
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co
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ag
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fa
m
ily
ca
re
gi
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rs
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C
on
tin
ui
ty
of
C
ar
e
Pr
og
ra
m
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he
di
sc
ha
rg
e
pl
an
ni
ng
an
d
po
st
di
sc
ha
rg
e
fo
llo
w
-u
p
ca
re
w
as
of
fe
re
d
th
ro
ug
h
th
e
ho
sp
ita
l
am
bu
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to
ry
ca
re
un
it.
Th
e
pr
og
ra
m
co
ns
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ed
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ca
re
se
rv
ic
es
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ed
at
m
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im
iz
in
g
th
e
pa
tie
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’s
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th
an
d
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nc
tio
na
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y
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es
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g
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ist
in
g
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m
s
an
d
pr
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tin
g
po
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s.
Th
e
de
liv
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se
rv
ic
es
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e
us
e
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th
re
e
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pr
ac
tit
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ne
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(n
ov
ic
e,
ex
pe
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-e
xp
er
ie
nc
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an
d
ad
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pr
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tic
e
nu
rs
es
)w
ho
fu
nc
tio
ne
d
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pr
im
ar
y
ho
m
e
he
al
th
ca
re
nu
rs
es
.A
ll
th
re
e
ty
pe
s
of
nu
rs
es
us
ed
th
e
sa
m
e
st
an
da
rd
of
ca
re
,a
dd
re
ss
ed
in
th
e
Co
nt
in
ui
ty
of
Ca
re
Pr
og
ra
m
,t
o
gu
id
e
th
ei
r
nu
rs
in
g
in
te
rv
en
tio
ns
.N
ur
sin
g
in
te
rv
en
tio
ns
fo
rd
isc
ha
rg
e
pl
an
ni
ng
an
d
po
st
di
sc
ha
rg
e
fo
llo
w
-u
p
co
ns
ist
ed
of
:p
re
pa
rin
g
th
e
pa
tie
nt
an
d
hi
s/
he
rf
am
ily
ca
re
gi
ve
rt
o
be
re
ad
y
fo
r
th
e
di
sc
ha
rg
e;
co
or
di
na
tin
g
al
la
sp
ec
ts
of
th
e
di
sc
ha
rg
e
an
d
po
st
di
sc
ha
rg
e
fo
llo
w
-u
p
pl
an
;
co
nd
uc
tin
g
a
se
rie
s
of
ho
m
e
vi
sit
s
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as
se
ss
an
d
m
on
ito
rt
he
ca
re
gi
vi
ng
ab
ilit
y
of
th
e
fa
m
ily
ca
re
gi
ve
r,
an
d
id
en
tif
y
th
e
pr
es
en
ce
of
he
al
th
-re
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te
d
co
m
pl
ic
at
io
ns
an
d
im
pl
em
en
ta
pp
ro
pr
ia
te
tre
at
m
en
ts
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,
pr
ov
id
in
g
ca
re
m
an
ag
em
en
ts
up
po
rt
to
th
e
fa
m
ily
ca
re
gi
ve
r.
Th
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e
se
rv
ic
es
be
ga
n
on
ce
a
di
sc
ha
rg
e
co
ns
ul
ta
tio
n
w
as
re
qu
es
te
d
by
a
ph
ys
ic
ia
n
an
d
w
hi
le
th
e
pa
tie
nt
w
as
st
ill
ho
sp
ita
liz
ed
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be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
A
PN
=
20
;e
xp
er
t-
by
-e
xp
er
ie
nc
e
nu
rs
es
n
=
40
;N
ov
ic
e
nu
rs
e
n
=
40
.
O
nl
y
fa
m
ily
m
em
be
rs
’s
at
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ac
tio
n
w
ith
th
e
nu
rs
in
g
ca
re
th
ei
re
ld
er
re
ce
iv
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w
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sig
ni
fic
an
tly
di
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re
nt
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ee
n
th
e
th
re
e
gr
ou
ps
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lth
ou
gh
fa
m
ily
ca
re
gi
ve
rs
in
al
l
th
re
e
gr
ou
ps
ra
te
d
th
e
qu
al
ity
of
di
sc
ha
rg
e
pl
an
ni
ng
an
d
fo
llo
w
-u
p
ca
re
as
hi
gh
ly
sa
tis
fa
ct
or
y,
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tis
fa
ct
io
n
w
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th
e
A
PN
ca
re
w
as
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ni
fic
an
tly
hi
gh
er
th
an
sa
tis
fa
ct
io
n
sc
or
e
w
ith
th
e
ex
pe
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-b
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pe
rie
nc
e
nu
rs
e
an
d
no
vi
ce
nu
rs
e
ca
re
.T
he
AP
N
w
as
se
en
as
a
us
ef
ul
he
al
th
ca
re
pr
ov
id
er
in
a
co
m
pl
ex
he
al
th
ca
re
sy
st
em
.T
hr
ee
th
em
es
em
er
ge
d
fro
m
th
e
da
ta
:a
)p
ro
vi
sio
n
of
co
m
pr
eh
en
siv
e
ca
re
fo
ro
ld
er
pa
tie
nt
s
w
ith
co
m
pl
ex
he
al
th
ca
re
pr
ob
le
m
s;
b)
pr
of
es
sio
na
l
in
te
ra
ct
io
ns
w
ith
pa
tie
nt
s
an
d
ot
he
r
m
em
be
rs
of
th
e
he
al
th
ca
re
te
am
;c
)
pr
of
es
sio
na
lc
ol
la
bo
ra
tio
n
w
ith
th
e
ph
ys
ic
ia
n.
Le
dw
id
ge
et
al
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5
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th
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di
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na
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nd
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th
e
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da
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th
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he
ar
t
fa
ilu
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og
ra
m
to
si
x
m
on
th
s
on
de
at
h
an
d
re
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m
is
si
on
ov
er
a
tw
o-
ye
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fo
llo
w
-u
p
pe
rio
d
Pa
tie
nt
s
ra
nd
om
iz
ed
to
th
e
H
F
pr
og
ra
m
re
ce
iv
ed
w
ee
kl
y
te
le
ph
on
e
ca
lls
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m
on
e
of
th
re
e
ex
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rie
nc
ed
sp
ec
ia
lis
t
H
F
nu
rs
es
w
ho
,i
n
m
os
t
ca
se
s,
w
as
th
e
sp
ec
ia
lis
t
nu
rs
e
w
ho
ha
d
m
an
ag
ed
th
e
pa
tie
nt
du
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g
th
e
fir
st
th
re
e
m
on
th
s
fo
llo
w
in
g
di
sc
ha
rg
e.
Th
e
pu
rp
os
e
of
th
es
e
un
sc
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te
d
te
le
ph
on
e
ca
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w
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de
te
rm
in
e
cl
in
ic
al
st
ab
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th
e
pa
tie
nt
,
ad
dr
es
s
an
y
qu
es
tio
ns
or
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nc
er
ns
th
ey
ha
d
an
d
re
vi
se
ke
y
ed
uc
at
io
n
po
in
ts
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ed
ne
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ss
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th
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e.
Th
e
ke
y
ed
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at
io
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po
in
ts
re
vi
se
d
co
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er
ne
d
da
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w
ei
gh
t
m
on
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rin
g,
di
se
as
e
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d
m
ed
ic
at
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n
un
de
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in
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co
m
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e
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ith
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an
d
th
e
di
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ar
y
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n.
A
n
in
-h
ou
se
ed
uc
at
io
na
l
bo
ok
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t
H
F
w
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lie
d
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d
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ed
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th
e
cl
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e
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at
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w
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tie
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d
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bo
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ed
to
st
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da
rd
iz
e
th
e
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at
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in
ts
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ed
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tie
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s
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nu
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ve
re
d
th
e
di
se
as
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its
ca
us
es
,a
ss
oc
ia
te
d
sy
m
pt
om
s
an
d
in
ve
st
ig
at
io
ns
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U
su
al
ca
re
.
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
n
=
68
.
Th
er
e
w
as
no
m
ea
su
re
d
cl
in
ic
al
ad
va
nt
ag
e
in
te
rm
s
of
de
at
h
or
H
F
re
ad
m
is
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on
in
ex
te
nd
in
g
a
st
ru
ct
ur
ed
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sp
ita
l-b
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ed
di
se
as
e
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ag
em
en
t
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og
ra
m
fo
r
H
F
be
yo
nd
th
re
e
m
on
th
s
af
te
r
di
sc
ha
rg
e.
H
ow
ev
er
,i
t
ap
pe
ar
s
th
at
pa
tie
nt
s
co
nt
in
ue
to
ne
ed
ac
ce
ss
to
th
e
se
rv
ic
e
to
he
lp
av
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d
cl
in
ic
al
de
te
rio
ra
tio
n,
an
d
th
is
m
ay
ha
ve
im
pl
ic
at
io
n
fo
r
th
e
op
tim
al
or
ga
ni
za
tio
n
of
su
ch
pr
og
ra
m
s.
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ra
te
gi
es
fo
un
da
tio
na
lt
o
th
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at
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d
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at
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at
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re
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in
ic
.
Ve
rb
al
an
d
w
rit
te
n
co
m
pr
eh
en
siv
e
ed
uc
at
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re
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.
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al
.1
99
7
[3
7]
To
de
te
rm
in
e
w
he
th
er
ho
sp
ita
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at
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ra
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ra
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m
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at
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at
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pa
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ra
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c
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at
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is
ab
le
to
ex
er
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at
ie
nt
In
th
e
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liz
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rd
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va
sc
ul
ar
ho
sp
ita
liz
at
io
ns
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m
pa
re
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%
of
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e
pa
tie
nt
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rin
g
th
e
ye
ar
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te
r
re
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rr
al
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ho
sp
ita
liz
at
io
ns
)
(5
3%
re
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ct
io
n)
.
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ilu
re
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ea
se
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r
al
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at
ie
nt
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re
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p
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ra
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ea
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at
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re
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x
m
on
th
s
af
te
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re
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rr
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.
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8]
To
co
m
pa
re
th
e
co
st
an
d
ef
fe
ct
iv
en
es
s
of
lo
ng
-t
er
m
in
st
itu
tio
na
lc
ar
e
an
d
ho
m
e
ca
re
N
um
be
r
of
in
cl
ud
ed
pa
rt
ic
ip
an
ts
:P
at
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c
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at
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re
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ra
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in
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d
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e-
ba
se
d
di
re
ct
ly
ob
se
rv
ed
th
er
ap
y
co
m
pa
re
d
to
ho
sp
ita
l-
ba
se
d
fo
r
ch
ro
ni
ca
lly
ill
tu
be
rc
ul
os
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os
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os
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cl
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pa
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an
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tie
nt
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n
=
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O
ve
ra
ll,
ho
m
e-
ba
se
d
ca
re
re
du
ce
d
th
e
co
st
pe
r
pa
tie
nt
tr
ea
te
d
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m
pa
re
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sp
ita
l-b
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ed
tr
ea
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en
t.
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th
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gi
ve
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le
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e-
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se
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is
m
or
e
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fo
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ho
sp
ita
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ni
ca
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tie
nt
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re
gi
ve
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ai
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gh
in
re
la
tio
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th
ei
r
in
co
m
es
.
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continuity of care, especially for comorbidities, (2) it is
inevitable that something goes wrong during acute care,
and (3) chronic conditions persist after discharge. The
combinations of chronic illness and treatment affected
the patients’ experiences of acute care and recovery fol-
lowing discharge. Ireson et al. [48] looked at the quality
of information received by patients and the relationship
between this information and trust in the physician.
Most patients received good explanations for the reason
for a specialist visit, but felt unprepared about what to
expect. Beyond that, specialists give good explanations
of diagnosis and treatment, but not about follow-ups to
treatment. Trust in the specialist correlated highly with
good explanations of diagnosis, treatment, and self-
management [48].
Discussion
In care delivery models (such as the Chronic Care
model) the importance of the hospital in chronic illness
management is recognized [9]. This also holds for the
fact that attending to acute illness episodes is integral to
the delivery of chronic illness care. As such, including
elements from the hospital sector in chronic illness man-
agement is essential. This paper provides an overview of
the empirical literature on the role of hospitals in chronic
disease management. Our aim was to synthesize the avail-
able, somewhat fragmentary, evidence. This study outlines
different types of clinical fields, diverse methodologies,
and multiple outcome measures. The results are struc-
tured following four large domains: the impact of
transitional care interventions, the role of specialized care
settings, the comparison of inpatient and outpatient care,
and the effect of chronic care coordination on the
experience of patients. The type of integrated care inter-
ventions and the effects varied across the different studies;
however, some important insights follow from the pub-
lished results.
Most of the integrated care research focused on the
outcome of integrated care programs. These integrated
care programs seem to have positive effects on the qual-
ity of care. However, there are widely varying definitions
and components of integrated care programs [15], while
the specific role of the hospitals is often neglected. Most
of the integrated care programs in our systematic review,
which thus focused on the role of the hospital, included
structured clinical follow-ups and case management,
often combined with self-management support and pa-
tient education. A large number of the articles show that
these integrated care programs originating from the hos-
pital have positive effects; like the reduction of hospital
readmission [21, 23–26, 28–30] and lower costs [24, 29].
Note, however, that we did not include studies with inte-
grated care programs originating from outside the hospi-
tals, so we cannot compare these programs.
However, there are also articles demonstrating that
not all integrated care interventions are successful
[18, 20, 22, 31, 32] and that there are impeding factors,
such as the difficulty of implementing integrated care pro-
grams [32], thus showing the complexity of integrated
care for chronically ill patients. This has also been de-
scribed by Cramm et al. [49] who showed that the imple-
mentation of transition programs requires a supportive
and stimulating team climate to enhance the quality of
care delivery to chronically ill adolescents.
The transition of care for the chronically ill also impacts
patient perceptions [25, 26]. The coordinating role of a
specialist influences the patient experience in a positive
way [19, 27]. Specialists input -to diagnosis, initial assess-
ment, and treatment- is essential. A chronic condition
may well have large implications, and specialist expertise
ensures optimum treatment and offers the best chance of
maintaining health. As such, hospitals can be an entry and
follow up point for the chronically ill patient.
Continuity of care is very important. This finding sup-
ports the necessity for more research on hand-overs in
healthcare processes [50]. Other studies show the import-
ance of case managers [51] and patient care teams [52] in
transitional care interventions. In this literature review, we
did not investigate who is required to take the lead in the
coordination of care for the chronically ill. However, differ-
ent roles are observed for hospitals. Hospitals play an im-
portant role in the coordination of transitional processes,
and our results show that this coordination can be managed
by case managers (such as advanced nurses) from within
the hospitals; the role of a specialized case manager or co-
ordination program was identified as highly important by
the patients [37, 46]. As a result, hospitals should be orga-
nized into process-oriented teams (physicians and nurses)
and seek to coordinate integrated care for chronically ill.
General practitioners were also identified as playing
coordinating roles [43, 46]. However, it seems that pri-
mary care is perceived by the patient as less efficient and
of lower quality than secondary care, above that, special-
ized care settings provide better results compared to pri-
mary care [41, 42]. But, as we saw, primary care can also
be important in integrated care programs [33, 43]. As
such, an increase in integrated care arrangements might
introduce a shift of some tasks guided by hospitals to
either primary care or more specialized care services.
Hospital units with a focus on specific pathologies might
not only break the current boundaries of medical depart-
ments but also challenge the boundaries between the
different healthcare partners. Such ‘vertical networks’
(collaborations between organizations with different
service offerings) can improve coordination and thus
service delivery for the chronically ill [53]. Further re-
search on this topic, mainly on how this collaboration
can be organized, is recommended.
De Regge et al. BMC Health Services Research  (2017) 17:550 Page 22 of 24
To the best of our knowledge, our study is the first
comprehensive attempt to evaluate the role of the hos-
pital for patients with chronic illness. However, the study
has several potential limitations. The most obvious is the
relatively small sample size of articles evaluating the spe-
cific role of hospitals in chronic disease management.
Longitudinal studies constitute an important avenue for
future research. Beyond that, some articles could have
been missed, as we specifically targeted those looking at
the role of hospitals in chronic disease management,
rather than in chronic disease management in general.
We did not focus on studies solely studying elderly or
pediatric patients, as in these groups different actors are
involved than in the regular adult care. However, studies
focusing on elderly are extremely important since the
role of the hospital in the coordination of care and
follow-up for elderly might be considerable. Hence,
further research in the domain elderly care is recom-
mended. Above that, the results are based on a limited
number of search terms and as MeSH terms were used,
some papers could have been excluded from the results
as the process of indexing papers is not immediate.
Additionally, the review did not capture gray literature,
publically available literature not published in peer
reviewed journals, and thus not all relevant articles may
have been included. Another limitation of the study is
that the heterogeneous nature of the studies (in terms of
interventions, patient population, types of outcomes,
and settings) and the methodological deficiencies identi-
fied did not permit the use of formal statistical tech-
niques, such as meta-analysis [54]. Meta-analysis makes
it possible to correct for random errors, though not for
systematic errors or influencing factors, such as study
setting or patient population. Therefore, good descrip-
tions of the studies and interpretation of the results, as
provided in our review, are still necessary. Caution
should be employed in generalizing the conclusions of
our review.
Conclusion
In the view of the changing healthcare context and the
dehospitalization of care, we have addressed an import-
ant topic. Hospitals play an important role in transitional
care interventions and in the coordination of care. Spe-
cialized care settings also invest in the coordination of
these processes. In the future, specialized care centers
and primary care will play a more extensive role in the
care for chronic patients and will have to collaborate.
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